When the first paper was written the deformity had only been transmitted through the female side, but now it has been transmitted by males in the cases of James F. and Samuel F., sons of the woman Sarah F., in whom it first appeared. Furthermore, mothers have transmitted it to sons, and fathers to daughters. In the past it was noticed that where deformnity occurred at all it always affected the feet, but not of necessity the hands. This remains true still save in one case, the third daughter of James F. This girl had an accessory thumb on one hand, but was otherwise perfect. Whether this is to be considered as a very mild variety of the family deformity or merely a coincidence it is impossible to say. All her sisters and her one brother are deformed in both hands and feet.
The direct descendants of Sarah F., in whom the deformity first appeared, number eighty-six. Of these, twenty-seven have deformity of the feet, or hands and feet, fifty-seven have no deformity at all, and of the remaining two one is the case of the girl having an accessory thumb, and the other the case of the boy with slight webbing between the toes.
Dr. GOSSAGE said the deformity was a good example of heredity, as it dated from the original person. Twenty-seven children were affected and twentyseven were free, thus corresponding exactly with expectation. The intensity of the condition varied very much; sometimes both hands and feet were affected, sometimes only the feet. But that did not seem to influence transmission; and it did not correspond with Professor Bateson's idea with regard to Mendelian heredity, in that it was a condition due to the absence of something, yet that thing acted as a dominant to the condition present, which was normal. In some other families,' such as that recorded by Professor Karl Pearson, the numbers did not come out so well; the normals considerably outnumbered the abnormals. He thought the original family described by Mr. Robinson took the matter a step further, because the mother of the original patient was frightened by a beggar who had the same deformity.
Coarctation of the Aorta.
A. S., AGED 17, an errand boy who earned his livelihood by riding a bicycle. It had been noticed fromi birth that he was short of breath, but except for this he had enjoyed fair health up to last October. He was then attacked with right facial paralysis, from which he has since partially recovered. He, however, continued his work until a fortnight ago. There had never been any cyanosis or cedema.
On examination he was found to be a rather small youth who looked two or three years younger than his stated age, showing but slight signs of puberty. He had a good deal of dyspncea, even at rest, but uloved about actively. The heart was considerably enlarged; the apex Skiagram taken from behind forwards, showing enlargement of the heart and dilatation of the aorta. beat was about an inch external to the nipple in the fifth intercostal space and was heaving in character. There was a marked projection of the left thorax over the heart. The superficial cardiac dulness extended up to the fourth costal cartilage and to the middle of the sternum.
Over the upper part of the right chest there was marked pulsation with a systolic thrill which could be felt as far out as 3 in. to the right of the sternum. The pulsation was most marked at the inner part of the second right interspace, and here there was dulness on percussion. Over the aorta systolic and diastolic murmurs could be heard, and there was also a systolic murmur at the apex. The aortic systolic was conducted along the great vessels and could be heard over the spine as low as the third dorsal vertebra but not below this point. The radial arteries both gave a full pulse with a sudden rise, but the pulse was not typically collapsing. No pulsation could be felt in the abdominal aorta, the iliacs or the femorals. A large number of thickened, tortuous arteries could be felt under the skin. Of these an epigastric artery passing from the right side of the epigastrium to the umbilicus was the only one to be found in front of the trunk. At the sides there were long arteries passing from the axilla to the lateral aspect of the lower ribs (long thoracic), whilst behind, on either side of the spine, were the dorsal branches of the thoracic arteries coursing in the direction of the intercostal spaces, and in the infraspinous fossee of the scapulae branches of the suprascapular and the subscapular. The liver was apparently pushed down and the edge could be felt three finger-breadths below the costal margin.
This patient is a good example of what has been called the adult type of coarctation of the aorta, and as is usual, in such cases, there is an elaborate system of collateral circulation. The blood from above passes by the internal mammary, transverse cervical, superior thoracic and suprascapular branches of the subclavians, the long thoracic and subscapular branches of the axillaries, to form anastomosis with the superficial epigastric branch of the femoral and with the thoracic arteries. The blood for the lower limbs is probably mainly conveyed by the thoracic arteries to the abdominal aorta, but owing to the number of small channels pulsation is lost before the aorta is reached.
The obstruction of the aorta in the cases that do not die in infancy is supposed to arise gradually after birth in association with the closure of the ductus arteriosus (see the article by Maude Abbott in Osler and McCrae's " System of Medicine" 1). The seat of the obstruction is either at or just below the junction of the ductus arteriosus with the aorta and may be complete or incomplete. In the present case the obstruction is evidently complete. In the majority of cases the coarctation of the aorta is accompanied by some imperfection of the aortic valves as in this patient, but it is only in the minority that there is any dilatation of the aorta. In this boy the dilatation must be very considerable (see skiagram), though it is possible that a twisting of the base of the heart downwards may have displaced the aorta to the right and so cause pulsation to be felt a long way to the right of the sternum. Provided the collateral circulation is well developed, complete coarctation of the aorta is not incompatible with long life. One man is recorded to have died at the age of 93.
The right facial palsy, which has not completely cleared up and which was the cause for the boy's originally coming under observation, has evidently nothing to do with the condition of his vessels. Nothing was found in the case to account for the paralysis, which must be regarded as an ordinary case of Bell's palsy due to " chill." Multiple Congenital Deformities. By E. ARCHIBALD SMITH, F.R.C.S. THE patient, a boy, is 2 nmonths old and has the following deformities: Partial dislocation of the right tibia forwards on complete extension of the knee-joint. Congenital dislocation of the left hip-joint with rotation of the femur inwards, so that the outer aspect of the bone is directed forwards. The joint allows of practically no movement except slight rotation. The patellar surface of the femur is to be felt subcutaneously on the inner aspect of the limb, but the patella is dislocated probably outwards and is with great difficulty palpable. The tibia appears to be rotated outwards on the femur, as its crest is placed anteriorly. The joint is flail, but the movement is of limited extent in any direction. The left ankle is in an extreme varms position and admits of practically no movement. The patient has also a large umbilical hernia and a very large right inguino-scrotal hernia.
Six Cases of Acute Infective Gangrene of the Extremities. By W. FEDDE FEDDEN, M.S. IN view of the immense gravity attaching to cases of acute infective gangrene of the extremities, it is a matter of some surprise that so few have been placed on record in recent years. I have therefore thought it worth while to bring to the notice of this Section these six cases,
